This is a questionnaire based study of 501 women enquiring about anonymous oocyte donation at a private in-vitro fertilization (IVF) unit, investigating the demographic characteristics and logistic issues involved in ovum donation. The 501 women were made up of 356 women who did not donate ('non-donors') and 145 women who eventually donated their oocytes ('donors'). Although there was a majority of housewives among the enquirers, women in full-time employment were the majority of actual donors. Logistic factors such as the travel and time commitment involved were major reasons for non-donation as well as concerns about complications. There was a paucity of ethnic donors. Recruitment strategies must focus on retaining potential donors and ensuring a higher proportion become actual donors. These strategies must address the logistic difficulties associated with non-donation including transport problems and social commitments by assisting with childcare provision and travel. Improving donor education and the access to more personal and non-threatening information were other areas that needed attention which were highlighted in the survey.
Introduction
Ever since the first successful pregnancy following oocyte donation was reported by Lutjen et al. in 1984 , oocyte donation has become an increasingly established part of assisted conception programmes around the world (Abdalla et al., 1990; Sauer et al., 1990) . Traditionally, the source of these donated oocytes was from 'excess' oocytes from infertile women undergoing assisted conception treatment themselves; however, with the advent (Trounson and Mohr, 1983) and improvement of cryopreservation of human embryos, this source has been drastically curtailed. In addition, section 12(e) of the Human Fertilisation and Embryology Act (1990) states that 'no money or other benefit shall be given or received in respect of any supply of gametes or embryos unless authorised by directions'. Payment of up to £15 (UK), plus expenses, was most commonly applied to sperm donors. This meant that the main source of donated oocytes in the UK was from altruistic volunteers (Power et al., 1990) .
There is a gap in the UK between the supply and demand for donor oocytes. This inequity generates long waiting lists which are a source of anguish to women requiring ovum donation. It is important that the recruitment of volunteer oocyte donors be augmented to meet this demand. To do this, one must be able to build up a more complete demographic and psychological profile of the average oocyte donor in this country. This will enable us to target limited resources to better attract the potential donor. This is a questionnaire based study attempting to identify whether there were any important differences between women who called our assisted conception unit requesting information but did not donate, and women who then made the final step to become oocyte donors. The former group consisted of patients who may or may not have come to the unit to see us but who ultimately decided not to donate. In this study, demographic data including age, marital status, parity, ethnic backgrounds and occupation was compiled. Factors which may have led to the women donating, including how they heard about the programme and if the information booklet sent to them had influenced their decision, were also explored. Finally, reasons why women did not go on to donate are examined.
Materials and methods

Patients
During the period between August, 1994 and November, 1995, all women (n ϭ 1279) who called the unit requesting more information about our oocyte donation programme but did not go on to donate were sent a questionnaire. Another group of women who actually donated to the programme between May, 1988 and October, 1995 (n ϭ 553) were also sent the same questionnaire. Out of the first group, 170 out of the 1279 women (13.3%) who called went on to attend an appointment at the unit but did not, as stated above, go on to donate.
The response rate for the first group was 640 out of 1270 (50.4%), made up of 595 women who called but did not attend an appointment and 45 women who turned up for an appointment. The response rate for the other group consisting of actual donors was 216 out of 553 (39.1%). The higher response rate in the former group was probably because the event was recent and still fresh in their minds compared to a gap of up to 8 years in the latter group. As we were only interested in anonymous donors, we had to select out the women in the first group who indicated that they were interested in donating anonymously (n ϭ 356) and the women who actually donated anonymously in the second group (n ϭ 145). For the purpose of this study, as we were interested in investigating only women with altruistic reasons for donating, we did not include women who were There are no significant differences between groups in all categories.
donating anonymously on behalf of a friend or relative (also known as directed donors). We will be analysing the response of the known donors in a later paper.
Questionnaire
The questionnaire was designed to get basic demographic detail from these women. It included their ages, marital status, parity, ethnic backgrounds and occupation. Other questions were related to how they heard about the oocyte donation programme and their views about the information booklet. In the first group, as they did not donate, they were asked to give reasons.
Statistical analyses
To analyse the data, the women from the first group who indicated that they were donating anonymously ('non-donors'; n ϭ 356) were compared with anonymous donors in the second group ('donor'; n ϭ 145). Responses from these two groups are compared with each other, using χ 2 for categorical data and Student's t-test for continuous data to see if there are any significant statistical differences (statistical significance is taken at the P ϭ 0.05 level).
Results
Demographics
The mean age of non-donors was 30.1 (SD 5.8) years old which was significantly (P ϭ 0.028) younger than the donor group's mean age of 31.2 (SD 3.8) years old. Single women were in the minority with 11.2% in the non-donor group and 9.0% in the donor group (Table I) . 10.4% of all the women had no children of their own. This did not differ between nondonors (10.1%) and donors (11.0%). The majority had between one and two children (62.6%) and this too did not differ between the two groups. 96.7% of all callers were Caucasians with 1.9% Afro-Caribbean, 0.4% Asians and 1% others. This was consistent across the two groups. It was significant that 39.3% of donors were in full-time employment compared to 30.9% of non-donors. On the other hand, 42.7% of non-donors were housewives compared to 21.4% of donors (Figure 1 ).
How to attract more donors
It was significant that the non-donor group, more than the donor group, heard about the programme through magazines (59.8 versus 37.2%). Donors, on the other hand, mainly heard about it from newspapers, be it local (24.1 versus 17.4%) or national (11.0 versus 6.5%) (Figure 2 ). If we divide newspapers into either tabloids or broadsheets then we find that overall, tabloids (84.5%) were more often read than broadsheets (15.5%) and this was consistent in both non-donor and donor groups. Any advertisements put out by a hopeful recipient in any media, i.e. newspaper, magazine or poster, carried with it a reference number which can be linked back to the recipient. Overall, 52.1% of all callers quoted a reference number when they initially called the unit. It was higher in the non-donor than in the donor group (55.3 versus 44.1%). The patients were asked what they thought of the information booklet that was sent out to them. Significantly more nondonors found the booklet impersonal (4.8 versus 0.7%), intimidating (7.6 versus 2.8%) and technical (12.1 versus 5.5%). On the whole, both groups found it informative (85.4%). Fortyone per cent found it professional and 34.9% comprehensible (Table II) .
Reasons why non-donors did not donate
The reasons why non-donors did not go on to donate are listed in Table III . The non-donors were divided into women who requested information from our clinic but did not go on to the next step of attending an appointment at the unit ('askers'); and women who made and attended a clinic appointment but did not go on to donate their oocytes ('attendees'). The main reason given was 'distance involved' (40.0%) and this was similar in both askers and attendees subgroup (39.8 versus 42.9%). Other reasons such as 'anaesthetic' (5.6 versus 0%), 'legal aspect' (5.6 versus 0%) 'drug regime' (32.7 versus 14.3%) and 'family commitment' (21.8 versus 0%) were higher in the askers group compared to the attendees group but they were all not significant. On the other hand, attendees were more worried about 'negative publicity' (7.1 versus 1.1%), 'work commitment' (28.6 versus 13.2%) and 'lack of support' (7.1 versus 2.3%).
Discussion
In the UK, according to the Human Fertilisation and Embryology Authority (HFEA) second annual report (1993), there were 152 treatment cycles using donated eggs in the year to 1 November, 1992. This increased to 983 treatment cycles in the latest report for the year to 1 November, 1995 representing a greater than fivefold increase in 3 years (HFEA, 1996) . The scarcity of oocyte donors is a real problem in the field of infertility where the indications for their use range from Figure 2 . How women heard about the programme. Non-donors, n ϭ 356; donors, n ϭ 145; L ϭ local; N ϭ national. The difference between donors and non-donors for the magazine subgroup was significant (P Ͻ 0.001). Women were allowed more than one choice. 'Others' category not included. premature ovarian failure, ovarian dysgenesis and genetic incompatibility to repeated failures at assisted reproductive techniques. The concept of ovum donation appears to be well received by the general public (Tijmstra et al., 1991; Kazem et al., 1995) , but there are indications that although women may not have any objections to the idea, they may not want to donate themselves (Burton et al., 1986; Leeton and Harman, 1986) . Tijmstra et al. (1991) found that 32% of women undergoing sterilization were willing to donate an egg cell themselves but less than half (10 out of 22) of these women were willing to use hormone preparations for this purpose. Ovum donation, unlike sperm donation, entails a greater commitment with daily gonadotrophin injections, frequent vaginal ultrasonography for follicular tracking and an operation for oocyte retrieval. It would therefore seem quite illogical that the direction laid down by the HFEA in July, 1991, although allowing for a payment of up to £15 (UK), did mention that it was most commonly applied to sperm donors. The reason, of course, is because there must be no possibility of coercion for the oocyte donor, which according to Parker (1984) was highly possible. Many studies which canvassed the views of either donors or recipients or both (Kirkland et al., 1992; Kazem et al., 1995) found that the majority of donors and recipients preferred that the donors not be paid. If this is indeed the situation, then one must then find other ways 2764 to attract the altruistic donor. To do this one must first endeavour to find out more about the typical anonymous oocyte donor; their demographic background, how we can attract them and why they choose not to donate. This study, the largest of its kind involving 501 women, is an attempt to do that. In terms of age and marital status, our findings are not strikingly different from that of a study by Sauer et al. (1994) who found oocyte donors were mostly married mothers in their late twenties who were fully employed. It is interesting to note that although more housewives made an effort to find out more about egg donation, it was the women in full-time employment who significantly outnumbered the housewives when it actually came down to the act of donation. Although the majority of women in the study (62.6%) had between one and two children, 11.0% of all donors had no children of their own. This is low compared to the 25% (n ϭ 95) of oocyte donors who had never been pregnant in an oocyte donor programme in California, USA (Lessor et al., 1993) . This could be because of the general reluctance of doctors in this unit to accept nulliparous women. We face a dearth of ethnic donors, with Caucasian women overwhelmingly represented at 96.7%. This is reflected in the high number of ethnic recipients who often have to wait for more than 5 years, or even indefinitely, if they insist on an oocyte from an anonymous person with the same ethnic background as themselves. This is despite active campaigning in various media to recruit anonymous ethnic donors.
Donors mainly heard about the programme from newspaper sources while non-donors learned about the programme from magazines. It would therefore appear that advertisements in newspapers targeting working women do yield a better result. Local newspapers had a bigger impact on callers than national newspapers, attracting 19.4% of calls compared to 7.8% respectively. Tabloid readers outnumbered broadsheet readers more than five to one in both groups. Advertising in local tabloids would therefore seem to attract more callers. Efforts put in by recipients to advertise for donors did pay off in that it instigated more than half (52.1%) of the initial enquires to the unit. Of the donors group, it was responsible for 44.1% of all the women who donated. Another area which needs improvement appears to be the information booklet that was sent out to all the callers. Significantly more non-donors found the booklet impersonal (4.8 versus 0.7%), intimidating (7.6 versus 2.8%) and technical (12.1 versus 5.5%). It is heartening to note that overall 85.4% of all responders found the booklet informative. Efforts must be made to make the information to be provided to the callers less threatening in order to encourage them to attend an appointment at the unit.
The fact that 40.0% of non-donors cited distance from the unit as one of their reasons for not donating is noteworthy. There is a population of women who, except for the distance required of them to travel, would otherwise donate. Strategies to deal with this could include providing assistance with transport (hire cars) or sharing resources with other units so that these women could be referred to another unit closer to their homes. Other reasons cited like 'time commitment' (20.4%) and 'work commitment' (13.9%) are also related to logistic factors and can be mitigated by providing childcare facilities and more flexible hours. Education is probably the answer to try and allay some of the worries of the non-donors regarding the fear of complication and the drug regime. This includes patient education on an individual level and also public education. Public education must first be enhanced to reduce the anxiety of women contemplating donation so that they will come in for an appointment to see a doctor. Once the patient turns up to see the doctor, the doctor can then continue this 'education' process. Also, perhaps offering them an opportunity to speak to previous donors in a one-to-one or support group situation would allay a lot of their fears.
In summary, this study gives us some insight into the demographic make-up of women who call our unit to enquire about oocyte donation. It appears that they are usually 30 years old, married Caucasians with one to two children. Comparing this group to women who actually donate, we find 2765 the latter group usually older and in full-time employment. To attract donors, advertising by recipients is rewarding, especially in tabloid newspapers. Other ways to try to attract donors would be to improve the quality of the information booklet sent out to women to make it less impersonal, less intimidating and less technical. This may overcome their biggest fears which are the drug regime and the fear of complications. Other strategies include trying to minimise the inconvenience to donors by decreasing the amount of travel time and clinic visit occasions. Assistance with transport, child-minding facilities and more flexible opening hours will also benefit the potential donor.
